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Large numbers of individuals seek massage therapy for
wellness/disease prevention purposes (American Bodywork
and Massage Professionals, 2013; American Massage
Therapy Association, 2015; Harris et al., 2012) and
research supports consumer-reported benefits including
physical and psychological improvements. Research in-
dicates massage therapy helps with anxiety (Bauer et al.,
2010; Beider and Moyer, 2007; Chang et al., 2002; Moyer,
2008; Moyer et al., 2004; Sherman et al., 2010), depression
(Ahles et al., 1999; Brattberg, 1999; Ernst, 2009; Moyer,
2008; Moyer et al., 2004), pain (Cheng and Huang, 2014;
Jane et al., 2011; Moraska and Chandler, 2009; Moyer
et al., 2004; Perlman et al., 2012; Richards et al., 2000;
van den Dolder and Roberts, 2003), stress (Lindgren et al.,
2010; Noto et al., 2010; Suzuki et al., 2010), quality of life
(Keir, 2011; Pan et al., 2013; Sturgeon et al., 2009; Wa¨ndell
et al., 2012; Widerstro¨m-Noga and Turk, 2003), as well as
other conditions in varying populations. Massage therapy
therefore can have a profound effect on health andwellness;
however, little evidence exists in the scientific literature
about processes that occur in clinical practice.
Investigating current massage therapy practice frame-
works is warranted to determine whether the frameworks
and models for practice should be revised or updated. A
previous paper clarified the definitions of massage, massage
therapy, and the contextual elements that may impact mas-
sage therapy practice (Kennedy et al., 2015). For example,
many people use the terms ‘massage’ and ‘massage therapy’
interchangeably even though the terms seem to reflect
different concepts. This previous study indicates that while
massage “is a patterned and planned soft tissue manipu-
lation.”; massage therapy is more complex including ele-
ments of health messaging, therapeutic relationships,
communication,and the therapeutic context (Kennedyetal.,
2015). This study builds on the previous study by focusing
more specifically on massage therapy practice as a process.
Conceptual models and frameworks help visualize and
understand complex concepts and processes. Conceptual
models and frameworks can be used in clinical practice and
to develop clinical practice guidelines (Gallani et al., 2013;
Jones et al., 2002; Koh et al., 2013). Some clinical practice
guidelines for massage therapy discuss best treatment op-
tions; however, few, if any, discuss the importance of, or
processes for, clinical assessment and evaluation (Brosseau
et al., 2012a, 2012b). In other health related professions
with clinical practices, client/patient assessment and
evaluation are considered a vital tool in identifying con-
traindications for treatment, risk factors, and client’s
goals. Assessment and evaluation are used to inform clinical
decision-making and treatment planning (Braun et al.,
2014; Cristian et al., 2005; Mather and Jaffe, 2011; Munk
and Boulanger, 2014; Vos et al., 2015). Research indicates
clearly defined assessments can lead to a more meaningful
evaluation (Bonwich and Reid, 1991). Often times, the
terms assessment and evaluation are used interchangeably;
however, they are two separate concepts. Assessment is
defined here as information and knowledge gathering to
assist in evaluation (Alkin, 2011; Bonwich and Reid, 1991;
Mather and Jaffe, 2011). Evaluation is defined as the useof information from assessment to guide clinical decision-
making and the development of plans of care (Bonwich
and Reid, 1991; Mather and Jaffe, 2011; Patton, 2011).
In addition to assessment and evaluation within clinical
practice, identification of other phases of practice is
needed for massage therapists to bring the best possible
care to their clients. Others have suggested massage ther-
apy treatment has four phases including evaluate, plan,
treat, and discharge (Andrade, 2014; Baskwill, 2011).
However, these frameworks may more accurately describe
steps or processes within practice rather than massage
therapy treatment phases and may not include all neces-
sary elements of practice.
Project overview
In 2010, the Massage Therapy Foundation (MTF) Best Prac-
tices Committee (BPC) held a 2-day symposium in conjunc-
tion with the Highlighting Massage Therapy in
Complementary and Integrative Medicine Research confer-
ence in Seattle, Washington. A World Cafe´ style (Brown,
2005) format guided the discussions of Best Practices for
massage therapy in treating low back pain and stress. During
this symposium, the participants’ discussion focusedmore on
processes for massage therapy than on specific conditions.
Therefore, the purpose of this cross-sectional grounded
theory study (Glaser and Strauss, 2009; Licqurish and Seibold,
2011) is to understand how experts in the field of massage
therapy describe massage therapy practice as a process.
Methods
A full presentation of the methods reported elsewhere
(Kennedy et al., 2015) are summarized here. Purposive
sampling identified 31 invited participants with expertise in
the field of massage therapy based on their experience as a
practitioner, educator, and/or researcher. The symposium
yielded approximately 45 h of recorded discussions.
Two researchers coded the data and used QSR NVivo 10
for qualitative coding, analysis, and data management (QSR
International Pty Ltd., 2012). The data were summarized
into themes through an iterative process of qualitative data
analysis, memoing (Miles, 1994), and discussion between
the researchers.
Thefindingswerepresented inwebconferences toa subset
of nine participants who agreed with the conclusions drawn
from the symposium data (Kennedy et al., 2015). The Uni-
versity of South Carolina IRB approved this project. All tran-
scripts withheld participants’ names to protect anonymity.
Results
The symposium planners’ goal was to create best practices
for massage therapy treatment of low back pain and stress;
however, the symposium participants felt that a discussion
about the foundations and fundamentals of massage and
massage therapy were needed first (Kennedy et al., 2015).
The participants’ discussion focused on and elucidated
essential elements of the process for massage therapy
practice. Three themes were identified for massage
486 A.B. Kennedy et al.therapy practice: 1) client centered, 2) structure for
practice, and 3) influencing factors.
Theme 1: client centered
The participants felt that the needs, values, and prefer-
ences of the client should be considered by the therapist
when making treatment decisions, reflecting an emphasis
on client-centered practice. As one participant said, ‘We do
need to be client/patient-centered in anything that we
do.’ Another participant articulated, ‘I think that
compared to a lot of other health care professions, we’re
very client-centered in terms of like mutual goal setting,
and mutual decision making.’
Theme 2: structure for practice
The experts identified a structure for practice. This can be
seen within the sub-themes of assessment and evaluation,
plan of care, treatment, reassessment and reevaluation,
health messages, documentation, and closure.
Sub-theme: assessment and evaluation
The area of assessment is rich and varied as described by
the experts; they feel that assessment is critical. One
participant stated, ‘everybody at every table has talked
about assessment as being essential.’ However, the par-
ticipants felt that assessment should not take a large
amount of time. Assessment appears to have four specific
components: health-history, client goals, other assess-
ments, and evaluation.
Assessment begins with the client health history. During
this phase the therapist discovers if there are contraindi-
cations for massage treatment and considers referral to
more appropriate practitioners if needed. One participant
said:
The therapist should do a thorough intake. They should
do a thorough assessment. They should document their
findings. They should be aware of, be able to identify
absolute contraindications and red flags that might
require a referral or at least a consultation with
another therapist. With another therapist within the
profession or another practitioner outside [the
profession].
The participants indicated that part of the assessment
should be to inquire about the client’s goals. These goals
lead to other assessments depending on the nature of the
goals. This can be seen in a statement from one of the
participants, ‘[I ask] Why they’re coming in to see me? And
then, I’m gonna ask questions.’
Participants felt that the goals would fall into 4 potential
categories: reduce pain, reduce stress, improve function,
or enhance well-being. Multiple goals may be identified and
treatment time and client preference determine the course
of treatment as well as the follow-up questions related to
the client’s specified goal(s).
To the participants, assessment questions are intended
to help gather data to inform the subsequent evaluation
and clinical decision-making. In particular, if pain reduction
were the client’s goal, the therapist would need to askquestions. Two participants discussed how they would talk
about pain with their patients.
PARTICIPANT A: Ask - tell me about your pain.
PARTICIPANT B: So tell me about, yeah. Tell me about
what’s going on. How is this affecting you?
PARTICIPANT A: But, what is the severity? How long has
this been going on? Do you have radiating pain? So,
you’re asking about the nature, the location, the
severity, all the different aspects of that.
The participants also indicated that they would ask
about stress. One participant said, ‘One of the questions
that’s an intake in my clinic is, “What are the stressors in
your life?” And it’s very superficial, but if “it’s my hus-
band, my son, my job.” [LAUGH] You already have some
sense of what’s going on in that person’s life.’
Participants also suggested that sleep disturbances and
stress were highly correlated and indicated that assess-
ments should include questions about sleep, as one
participant said:
And then, that speaks to an assessment component; a
comprehensive assessment for whatever that client
describes their personal state of being. So if I say, ‘I’m
not sleeping well.’ You need to ask me things like,
‘Well, can you fall asleep easily? And then you wake up?
Or do you just have difficulty falling asleep?’ ‘Cause
those two things would indicate, either you are not
getting to a deep level of sleep once you fall asleep, or
you have such a high-resting-muscle tension inactivity in
your body that you can’t get to that lower level.
The participants also stated that they would discuss the
effects of stress on the client’s body. One participant
noted, ‘Establish where the stress shows up in their body.
How does it show up in their daily activities of daily living?
Are you getting poor sleep? Upset stomach? Are you, have
any pain anywhere? How is it showing up?’
Discussions indicated that some clients’ goals might be
to improve function as one participant said, ‘And some-
times the client goal is, “I need to be able to bend over to
tie my shoes.”’ Participants also specified that clients may
want enhanced performance, which could be indicated by
their desire for more mobility in their shoulders so that they
can more easily fasten their clothing in the back, or a desire
to run a mile faster. Knowing these milestones keep therapy
focused. Function can be measured with simple numeric
scale that may also include pain, ‘I think it could be zero to
ten scale for pain and function.’ Or function could also be
measured by scales already in use ‘.the Roland Morris
Scale for example, one of the questions in that scale is, “I
can put on my shoes and socks.”’
Finally, the participants emphasized that sometimes
clients came in just because they wanted a massage. One
participant stated, ‘.they’re [the client] like.” You know
what. I’m here to relax. I just wanna massage.”’ The par-
ticipants also saw improving well-being as improving quality
of life. One participant said, ‘So, we need to give some
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or well being.’ The participants also communicated the
possibility of using a quality of life scale, ‘may be we use a
quality of life assessment tool.’
The participants did not want restrictions from doing
other assessments depending on their level of experience
and education. These other assessments may take the form
of simple observation of gait, non-verbal communication
such as tone of voice and eye contact, postural analysis,
range of motion, or any other assessments that could help
plan treatment for a client. One participant summed por-
tions of this other assessment in how she works with her
clients.
When I take my clients back, I take them back myself. I
walk behind them, and I watch how they move. So, I’m
observing. And then, I wanna know, they’ve told me
what their specific problem is. I wanna know, how do
you sort of work? All right, I’m gonna have them. I may
go on the computer, and actually have them show me.
Sometimes I have people take pictures of themselves at
work, and bring them in. I wanna know what they’re
doing when they’re sleeping. What body positions they
are using. How do they e how are they in their bodies
for most of their day? And most people don’t know what
I mean. Well, I wanna know are you sitting seventy-five
hours a day? Or are you slouched on the couch for most
of your day? Because that’s gonna give me a lot of
information!
The participants were especially concerned that as-
sessments should not be limited and therapists should use
any assessment that allows them to see the whole picture
within their scope of practice. One participant stated,
‘.we talked about earlier in terms of assessment. If we
limit ourselves to an intake, on a zero to ten measurement
scale, and we don’t do posture, and range of motion, are
we gonna lose that ability to do posture, and range of
motion testing?’
The participants stated that after assessments, thera-
pists must then evaluate the information. The participants
did not always refer to this process strictly as evaluation,
one participant even said, ‘we do evaluation all the time,
we just don’t call it that.’ The participants tended to
refer to evaluation as clinical decision-making and clinical
judgment. One participant stated:
I used to always tell my students, you can’t use that
‘diagnosis is outside my scope of practice’ excuse to not
figure out what’s going on with your client. I mean, not
only is it your responsibility, I mean, why are you asking
these questions about their health history and what
they’ve got going on? To make some level of judgment
about what’s going on in their body to inform your
treatment, and at least you’ll know whether a referral
is necessary.Sub-theme: plan of care
The next step after assessment and evaluation, is for the
therapist to create a plan of care. The participants stated
that the plan of care should be evidence-based and client
centered. One participant said, ‘So, the plan of care thencomes back to what do we know about the evidence? What
are the patient’s preferences and what is our own clinician
expertise suggest.’ Therapists should discuss the plan of
care with their clients according to the participants. One
participant stated:
.after I’ve decided what my treatment plan is, which
I’ll be deciding in seconds. I am then going to describe
that to my client to make sure that we are both
agreeing on what’s important for me to work on. And if
this person has described multiple symptoms in seven-
teen different areas, I’m gonna tell them what I’m
going to focus on that day, because I won’t be able to
focus on everything. And then, I’m gonna tell them what
I’m gonna do with them, literally in terms of what kinds
of things, if they’ve never had body work before.Sub-theme: treatment
Treatment is where massage is applied. Treatment should
be guided by the assessment, evaluation, and the plan of
care. The experts at the symposium indicated that assess-
ment and evaluation continue to occur during treatment,
beginning with palpation.
Participants noted therapists themselves are in-
struments of assessment. Massage therapists use massage
and palpation to help them to determine changes in
treatment. Therapists are constantly assessing the tissue
and changing treatment to address what they find. One
participant noted:
Not just pre and post, but the assessment being used
throughout the entire session. And that palpatory, vi-
sual assessment, is what’s used as the basis for adapt-
ing, and molding the details of what you choose to do as
a practitioner.
Asking questions during treatment can also give the
therapist vital information, which a client may think is
irrelevant but may be very important. The participants said
that observations and questions during treatment can help
guide sessions; one participant stated:
.during our work with them we wanna discuss, and pay
attention to results of the pace of our work, slow, we go
fast. Monitor. Ask questions, and give the patient some
control or some choices during the process of the mas-
sage in order to establish some control for them.
Also during treatment, the client’s goals may change
from the original goal due to the work offered. One of the
participants said, ‘.it’s a matter of shifting goals because
your client’s goals just changed.’
Sub-theme: reassessment and reevaluation
Reassessment and reevaluation is a vital part of massage
therapy practice. The purpose of reassessment, according
to the participants, is to help monitor a client’s progress.
One participant said, ‘The client, as they’re progressing
through their treatment, I’m reminding them where they
were when they came in. Because people only know the
pain that they have at that moment.’
Reassessment is used to gather information after treat-
ment to monitor change in previously asked questions.
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the effectiveness of treatment, guide health messages, and
potentially change plans of care or refer to other practi-
tioners. One participant declared:
.if someone doesn’t show any difference in three or
four weeks, then, I’m not the right therapist for them.
And maybe I’m not the right therapist for them, or it
may be that this is not the right therapy for them, or it
may be that they need a diagnosis, a medical diagnosis.
The experts indicated the timing of post-treatment
reassessment varies. The reassessment may come directly
after the session or it may come a few days later depending
on the nature of the reassessment. If clients were com-
plaining about trouble sleeping from stress related issues,
then it would be impossible to reassess sleep quality
directly after the massage. One participant stated, ‘It’s
best practices to reassess your client on a regular basis.
Maybe not even specify the time.’
Sub-theme: health messages
As noted in the previous paper, the non-hands-on portion of
massage therapy of providing appropriate health messages,
exists but is rarely acknowledged (Kennedy et al., 2015).
These messages given to clients can potentially improve
outcomes from treatment and include information on body
awareness, exercise, and stress management to name a
few. These messages may come before, during, or after
treatment. One participant stated:
But the key is that what we do is we teach our clients
how to, or I hope what we do is more than just squeeze
your shoulders, right? We’re actually engaging. We’re
saying, ‘Do you feel that? Wow! That’s really, relative to
my experience as a therapist, that’s a high degree of
tension in your shoulders. How about you just take a
deep breath, and see if you can soften that.’ We’re
teaching our client self-awareness and self-regulation.
It’s one of the first byproducts of receiving a massage
is just, ‘Wow! I didn’t know my body felt the way it did
in this particular moment.’Sub-theme: documentation
The experts indicated charting is necessary for all sessions.
One participant said ‘.the idea of making it an expecta-
tion and a responsibility of people to chart...’ Additionally,
the participants felt that documentation and charting is a
best practice to track change with a client over time. One
participant said, ‘What you need is a system for improving
the quality of what you do, and how you document, and
that will eventually help you to make decisions, better
decisions about care.’
Sub-theme: closure
Participants suggested that closure at the end of a massage
therapy session could help clients transition from the
therapy setting. As one participant noted:
I’m thinking about, taking thirty seconds out at the end
of a treatment to reinforce something that they expe-
rienced on the table. Or if they noticed a breathing
change on the table, then, introducing it again, for aperiod of one or two minutes at the end of a session. So
that they can take it away. And, I think a lot of people
do it.Theme 3: influencing factors
The participants reported additional factors, which can
influence the massage therapy process. The two sub-
themes that were identified were scope of practice and
professional standards and ethics.
Sub-theme: scope of practice
The participants were very knowledgeable and concerned
about the potential views put forward by the group may not
be applicable for all due to differences in scopes of practice
within the profession. One participant stated, ‘It depends
on what you’re trained to do. As well as, one of the
particular stated defined scope of practice might be.’
Sub-theme: professional standards and ethics
Finally, the participants indicated the importance of pro-
fessional standards and ethics to enhance professionalism.
As in any other profession, you have your re-
sponsibilities. And if you are in a profession then, there
are certain things that the professional body has to
ensure happens. And, when you get into that profession,
you agree that you will respect what a professional body
says. That’s what all professions do. Here of course,
there is creativity, but there are certain norms, as we
need to follow, and that’s also part of the education.
So, if it is a respectable profession, and you are
learning, and you agree to be certified through this
professional body then, these are the norms.Discussion
Massage therapy practice framework
A conceptual model helps visualize the concepts and pro-
cesses identified by the participants (Fig. 1). This practice
framework (Fig. 1) can be applied to one massage therapy
session or a series of sessions and is intended to be flexible
and adaptive. This model builds upon the previously
mentioned four-phase model (Andrade, 2014; Baskwill,
2011), with additional elements added to the process.
The framework is client centered and moves through
assessment and evaluation, plan of care, treatment, reas-
sessment and reevaluation, health messages, document/
charting, and closure. The process is influenced by scope of
practice and professional standards and ethics.
Client centered
As the participants noted, massage therapy practice should
be client centered. In the literature, many models for this
type of care have been identified. The main themes within
those models are the partnerships between provider and
client are important; clients’ goals, values, wants, and
needs are addressed and reflected within their treatment.
Figure 1 Process for massage therapy practice.
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participate in the decision making process (Bergman and
Connaughton, 2013; Constand et al., 2014; Fuertes et al.,
2007; Maizes et al., 2009; Muramoto et al., 2015; Smith
et al., 2013; Winn et al., 2015). As the experts stated,
their description of client centered agrees with the litera-
ture and they believe clients should be included within the
treatment decisions and goal setting.Massage therapy assessment and evaluation
The process begins with assessment. As previously noted,
other health professionals rely on assessments and evalu-
ation to help plan treatment and improve the health and
well-being of their clients (Barry et al., 2012; Braun et al.,
2014; Hurkmans et al., 2011; Peter et al., 2011). It is vital
that massage therapists follow suit when working with the
public.
The creation of a conceptual model for assessment and
evaluation assists understanding and operationalizes the
themes and discussion from the participants (Fig. 2). The
figure shows the process identified by the participants for
assessment and evaluation. According to the participants a
thorough health history begins the assessment; this in-
cludes repeat clients, e.g. inquiring how health history has
changed since the last session. The next step is to investi-
gate the client’s goal(s) for the session(s). The potential
goals were centered on pain, stress, function, and well-
being. Each goal has a series of assessment questions or
therapists may decide to use a validated instrument; and
while a list of questions are provided for each goal this may
not include all the questions that need to be asked in any
given situation. In an effort to aid researchers and thera-
pists, potential validated instruments are identified within
each section to aid researchers and/or clinicians; however,
therapists should investigate whether the instruments are
relevant for clinical practice or intended for research only.Research tools are not always able to directly indicate the
best specific decisions for individuals.
Pain assessment
Questions related to reducing pain include having the client
rate their pain or having other assessment instruments used
to measure subjective pain levels. Potential validated in-
struments include Visual Analogue Scale both vertical and
horizontal, the Verbal Descriptor Scale, the oral Numeric
Rating Scale, McGill Pain Questionnaire-Short Form (MPQ-
SF), and Brief Pain Inventory-Short Form (BPI-SF) could be
used in massage therapy assessment (Chanques et al.,
2010; Ham et al., 2015). The next question inquires about
the location of the pain in the body followed by the type of
pain. Finally the therapist asks about the effects of the pain
and what work, activities, and/or movements that are
hindered by the pain.
Stress assessment
Questions related to stress are similar to those related to
pain in asking the client to rate their stress either on a
simple 0 to 10 scale or with a valid and reliable scale for
stress. Possible stress scales include the Stress Overload
Scale and Perceived Stress Scale (either the 4 item or the 10
item scale) (Amirkhan et al., 2015; Karam et al., 2012;
Taylor, 2015). The participants indicated that sleep seems
particularly influenced by stress and the scientific litera-
ture does back up this claim by the participants (Doerr
et al., 2015; Hall et al., 2015; McEwen and Karatsoreos,
2015); it seems important to rate sleep quality. Again this
can be accomplished by simply asking the client to rate
their sleep or a validated sleep scale can be used. Validated
sleep scales include the Pittsburgh Sleep Quality Index, the
Epworth Sleepiness Scale, Glasgow Sleep Impact Index,
Sleep Hygiene Index, and Sleep Disturbance Scale
(Beaudreau et al., 2012; Kyle et al., 2013; Meltzer et al.,
2014). As the participants stated, it seems important to
ask how the stress is felt in the body. Do the clients have
Figure 2 Massage therapy assessment and evaluation.
490 A.B. Kennedy et al.headaches, tight neck and shoulders, or lower back pain?
These questions can help guide the treatment options and
may help to facilitate change.
Function assessment
To help get a better idea of how function is impaired,
therapists should ask the client to rate their level of re-
striction and what activities are affected by the impair-
ment. As the participants indicated, valid and reliable
function scales may also be used. Some scales can be used
specifically for certain impairments. Function assessment
scales include Upper Extremity Functional Index, Western
Ontario and McMaster Universities Osteoarthritis Index
(WOMAC), Evaluation of Daily Activity Questionnaire
(EDAQ), Patient-Specific Functional Scale (PSFS), Medical
Outcomes Study Short Form-36 (SF-36), or other valid and
reliable scales of their choosing (Chesworth et al., 2014;
Gandek, 2015; Hammond et al., 2015; Koehorst et al.,
2014; Pan et al., 2014). It should be noted that the SF-36
is also used as a quality of life scale that looks at many
dimensions of health including function.
Well-being assessment
The final potential goal is well-being. This category is for
clients who have no particular goal for the session, simply
enjoy massage, and/or they feel it enhances their life and
helps to maintain good health. It is still important to have
them rate their current health to monitor changes over
time. Tracking changes over time may help massage ther-
apy practice become more evidence based and scientific
over time; additionally, tracking patients consistently may
help improve outcomes over time (Cabana and Jee, 2004;
Smith et al., 2013). As the participants indicated, to help
with this assessment, it may be important to consider
quality of life (QOL) scales; these scales include but are not
limited to Quality of Life Scale (QOLS), World Health Or-
ganization Quality of Life-Brief (WHOQOL-BREF), EQ-5D,
Self-Assessment of Change (SAC), and/or the SF-36(Burckhardt et al., 1989; Development of the World
Health Organization WHOQOL-BREF quality of life assess-
ment. The WHOQOL Group, 1998; McHorney et al., 1993;
Rabin and de Charro, 2001; Ritenbaugh et al., 2011; Ware
and Sherbourne, 1992).
Additional assessments
As indicated by the participants, they did not want limita-
tions in their potential ways to assess clients. Other
methods of assessment, range of motion, orthopedic
assessment, posture assessments, and similar are recom-
mended for guiding treatment. These assessments are
based on the therapist’s education and experience and
within their scope of practice.
As the participants indicated, follow-up to all these
categories is to ask questions to investigate what may be
contributing to the potential problems. These contributing
factors may give the therapist insight into treatment as well
as the health messages and client ‘homework’ to assign to
help improve outcomes (Kennedy et al., 2015).
Evaluation
The evaluation process helps in clinical decision-making
and treatment planning. After the assessments, the thera-
pists make judgments; these judgments guide care planning
and treatment. Evaluation in other clinical practice fields is
described in a similarly. Athletic training, physical therapy,
and occupational therapy fields describe using assessments,
health histories, and physical examinations to assist in
clinical decision making and creating plans of care (Michels,
1982; National Athletic Trainers’ Association, 2010; Vroman
et al., 2014).
Plan of care
Upon completion of the evaluation process, therapists then
determine the best way to address the needs and goals of
the client. Participants stated that practitioners need to
Process for massage therapy practice 491consider the client’s goals, the best available evidence, and
their own clinical experience when creating treatment
plans. This description meets the definition for evidence-
based practice in the field of massage therapy as well as
other health professions (Baskwill, 2011; Brosseau et al.,
2012a; Cassileth et al., 2007; Dryden and Moyer, 2012;
Kerner, 2008; Li et al., 2014; Nutbeam, 1996).Treatment
Treatment here is simply a term for the hands-on portion of
massage therapy; the planned and patterned soft-tissue
manipulation (Kennedy et al., 2015). As mentioned by the
participants, therapists continue to assess and evaluate
while treating clients and change treatment based on
findings. The aspect of assessing while treating is not new
to clinical practice; but it is rarely discussed within the
scientific literature. However, Keller et al. mention in their
study, treatment adaptions occurred based on assessment
and the feedback from the client during the session (Keller
et al., 2012). During treatment, therapists need to be
mindful of the possibility for the client’s goals to change
mid-treatment.Reassessment and reevaluation
Following treatment, reassessment and reevaluation occur
to gather information, identify changes in pre and post
assessment measures and use the conclusions to guide
ongoing treatment plans. Some reassessments can be per-
formed directly after treatment, but some questions
require later follow-up. It may take time to see treatment
results; for example, if asking about sleep quality after
massage it is important to wait until after the client has had
an opportunity to have a complete night’s rest. All reas-
sessment questions or scales would mirror the assessment
measures; however, it is important for the therapist to
document if the client’s original goal changed during
treatment, as the participants noted could be a possibility.
Reevaluation is intended to judge the changes detected
after treatment and using those decisions to guide ongoing
treatment.Health messages
Health messages provided to clients are an important part
of massage therapy (Boulanger and Campo, 2013; Kennedy
et al., 2015). Some therapists refer to this as giving
‘homework’ to their clients to help maintain or improve
outcomes from treatment sessions. These messages may be
incorporated into practice at different stages, they may
come during assessment when asking questions about
contributing factors, the messages may come during
treatment, and/or the messages may come once treatment
is completed. It is important for therapists to make sure
they are giving clear and correct information, and to stay
within scope of practice.Documentation
Documentation, like health messaging, may also occur at
different stages of the framework. Charting may happen
during assessment and evaluation as well as after reas-
sessment and reevaluation. The experts indicated that
charting is necessary for all sessions. Tracking a client over
time is considered optimal. How the documentation occurs
was not identified and therapists need to find ways that
work best within their practice. As the participants stated,
documenting may help improve treatment and client out-
comes over time. Other health professions have indicated
the importance of clinical notes in the effort to improve
care and outcomes (Cillessen and de Vries Robbe´, 2012;
Jacks et al., 2008; Kibble et al., 2006; Mowery et al.,
2012; Vadnais and Golen, 2011).
Closure
The final step in the process is the concept of closure. This
concept appears similar to previous noted frameworks
concept of discharge (Andrade, 2014; Baskwill, 2011). This
sense of closure occurs at the end of a session, but may also
occur at the end of several sessions. In the other fields with
therapeutic practices, great importance is placed on the
concept of discharge or closure of a session (Charlesworth
et al., 2015; Friedman et al., 1978; Lemma et al., 2011).
This formalized ending, to a session or therapy as a whole,
helps clients detach and move along in their day and their
life. Other forms of therapy discuss the need for creating
closure with clients and the need to educate clinical
practice students on the appropriate way to close a session
and end a therapeutic relationship (Quattlebaum and
Steppling, 2010).
Influences on practice
As the participants suggested, scope of practice and pro-
fessional standards and ethics have an influence on how
massage therapy is practiced. Most states now have some
form of regulation for massage therapy. These states differ
widely on the requirements to gain certification and/or
licensure. Additionally, scopes of practice for each state
may also vary. The American Massage Therapy Association
government relations team has indicated ‘must haves’ and
‘should haves’ for laws that govern massage therapy prac-
tice; (American Massage Therapy Association, n.d.a,b)
however, it is not known how many states include these
suggestions. These regulations impact the way a massage
therapist can practice massage therapy in a given state.
Furthermore, professional standards and ethics impact
practice for the massage therapy profession. Standards of
practice and codes of ethics identified by the different
professional organizations guide the profession. These
standards and ethics range from ‘do no harm’ to evidence-
based practice instruction (American Massage Therapy
Association, 2010, n.d.a,b; Associated Bodywork and
Massage Professionals, n.d; National Certification Board
for Therapeutic Massage and Bodywork, 2009, 2008).
Professional standards and ethics are additional macro-
level influences that have potentially substantial
492 A.B. Kennedy et al.consequences on massage therapy practice (Kennedy et al.,
2015). For example, acting outside ones scope of practice
and/or professional standards and violations of ethical
practice may result in loss of license, litigation, and crim-
inal arrest.
Definition
With structure for practice described, this allows for a
definition to also be identified for massage therapy prac-
tice. This definition can be stated as:
Massage therapy practice is a client-centered frame-
work for providing massage therapy through a process
of assessment and evaluation, plan of care, treatment,
reassessment and reevaluation, health messages,
document, and closure in an effort to improve health
and/or well-being. Massage therapy practice is influ-
enced by scope of practice and professional standards
and ethics.Challenges for implementation
Challenges for implementing the practice framework exist.
In particular, those therapists interested in implementing
the framework need to be cognizant of their scopes of
practice within their state and if they cannot use these
suggested procedures within their state, then they have
options. They can simply practice within their scope, or
they can use the results from this study to change the scope
of practice within their state through government relations
and policy changes. Additionally, therapists’ education
level is of importance, in particular in the aspect of health
messaging to clients. Currently, massage therapists may not
have adequate education to provide accurate, reliable, and
helpful health messages. Massage therapists are currently
engaging in these health messages within practice accord-
ing to research; however, it is not clear the totality of the
messages that are given (Boulanger and Campo, 2013;
Campbell et al., 2013; Trotter et al., 2014). To provide
correct and accurate information, continuing education
may be needed for therapists.
Limitations
This study does have limitations. The participants at the
symposium were very experienced in clinical practice, ed-
ucation, and/or research and that may have led to biases in
the assumptions. Also, with the participants’ identities
being de-identified, there was no way to filter responses
based on the participant’s role in the industry and this
could have had an effect on the results. Furthermore, the
participants did not fully examine the issues of stress and
low back pain, the original purpose of the symposium, and
the discussions progressed more towards foundational
documents needed for the massage therapy profession.
Finally, some practicing therapists may not feel that these
frameworks are applicable to all situations, specifically for
those clients who only seek services one to two times per
year. However, tracking and monitoring clients over time
may improve care and outcomes as have been seen in otherareas of health care (Cabana and Jee, 2004; Cillessen and
de Vries Robbe´, 2012; Kibble et al., 2006; Mowery et al.,
2012; Smith et al., 2013; Vroman et al., 2014). Also, while
it may seem meaningless to track and monitor those clients
who only seek treatment once or twice a year, there is no
guarantee that they will remain an infrequent client and
having clear and concise documentation of assessments,
evaluations, and plans of care may help improve future
health outcomes for the client.
Future implications
To begin with, the models need testing to see if they help
advance practice, research, and education in the field of
massage therapy. Future studies could investigate the
current levels and methods documentation in massage
therapy practices. Therapists could be surveyed to explore
what health messages they are giving their clients as well as
the sources of those messages. Continuing education pro-
grams could be created to help teach practicing massage
therapists to implement the suggested constructs.
Furthermore, a study could be conducted to examine as to
what is being taught in massage therapy schools as
compared to what is suggested herein.
Conclusions
The goal for providing these frameworks is to give massage
therapists tools tohelp deliver thebest possible care for their
clients. The frameworks are intended to be flexible and
adaptive and may work in many different situations from a
clinical health care environment (e.g. hospital setting) to spa
environments. The framework for assessment potentially
may be adapted to an electronic medical record format.
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